Abstract
Background
The human immunodeficiency virus (HIV) epidemic remains one of the greatest global health challenge of the 21st century [1] in the absence of an effective vaccine or curative therapy. According to the Joint United Nations Programme on HIV/AIDS (UNAIDS), 36.7 million people worldwide were estimated to be living with this deadly virus by end of 2015 of which 25.5 million (69.5%) were in sub-Saharan Africa [1] . Since the outbreak of the HIV pandemic, an estimated 34 million people worldwide have died and sub-Saharan Africa accounts for almost 70% of the total deaths [2] . However, with increased access to highly active antiretroviral therapy (HAART), there has been tremendous improvement in survival and quality of life among persons living with HIV globally. Latest UNAIDS data shows by end of 2015, close to 17 million persons living with HIV globally were on HAART with subsequent reduction in mortality of 43% [1] .
Opportunistic infections (OIs) associated with HIV remain the single main cause of ill-health and death among HIV/AIDS patients in resource poor settings [3] [4] [5] . OIs lower the quality of life of HIV infected persons, speeds up the rate of progression to fully blown AIDS, reduces patients' response to antiretroviral treatment especially when HIV-positive patients are co-infected with tuberculosis, increases stigma and limits one's ability to work and are usually associated with high medical care costs [6, 7] . OIs have therefore greatly contributed to poverty among those infected and affected by HIV/ AIDS and hence an impediment to the attainment of the sustainable development goal (SDG) three on health in resource poor settings.
Although the natural history of HIV tends to be similar in most patients, the patterns of OIs that largely define the symptomatic and clinical manifestation of HIV infection tend to vary in different regions of the world [4, 8, 9] . Thus, while HIV patients in developed countries rarely suffer from bacterial and protozoal infections, they are a major cause of morbidity and mortality in resource-poor settings [4, 9, 10] . Though, the introduction of highly active antiretroviral therapy (HAART) has substantially reduced the risk of suffering from an opportunistic infection [11] , HIV positive patients in resource poor settings continue to suffer from opportunistic infections due to several factors including late HIV diagnosis, sub-optimal HAART use, poor adherence, dug resistance, poverty, poor nutrition, high exposure to infectious agents, just to mention a few [10, [12] [13] [14] [15] [16] [17] .
Uganda is one of the few sub-Saharan countries in which the magnitude of the HIV epidemic has been substantially reduced and stabilized in the past decades; though recent reports show a slight increase in HIV prevalence among adults from a national average of 6.4% in 2005 to 7.3% in 2011 [18] . According to the Uganda AIDS indicator survey (2011), the burden of HIV varies by person (gender and age) and geographical area being predominantly higher in women (8.3%) compared to men (6.1%). By age, prevalence was found higher in older age groups (>35 years) [18] . Geographically, the central region of Uganda was shown to have the highest HIV prevalence (10.6%), followed by mid-northern (8.3%) and then mid and south western (8-8.2% ) and lowest prevalence in mid-eastern (4.1%) [18] . However, what was not clear was whether the burden of HIV related opportunistic infections follows the same pattern. The role of different OIs in morbidity before and after HAART has never been well documented. The purpose of this study was to assess the frequency, distribution patterns of different OIs before and after HAART in Uganda.
Methods

Study setting
The study obtained observational data from the AIDS support organization (TASO) known to be the oldest and largest HIV/AIDS care and treatment program in Uganda and sub-Saharan Africa. TASO was founded in 1987 and has 11 HIV/AIDS clinics spread across Uganda which have been nationally recognized as centres of excellence (CoE) in HIV/AIDS care and treatment in Uganda. TASO HIV clinics offer comprehensive HIV treatment and care, including provision of free antiretroviral drugs and cotrimoxazole prophylaxis, HIV testing and counselling, home-based care and psycho-social support to their clients. TASO HAART programme started as part of the National HAART roll-out programme in public health facilities in Uganda. Being one of the largest HAART providers in the country, TASO attracted a lot of support from different funders supporting HAART programmes in sub-Saharan Africa including the President's Emergency Plan for AIDS Relief (PEPFAR) and the Global Fund to Fight AIDS, Tuberculosis and Malaria. Initially, HAART eligibility was based on WHO 2006 guidelines i.e. WHO stage 3 or 4 illness or a CD4 cell count <200 cells/μl for adults and adolescents and WHO stage III, advanced stage II or stage I with CD4 cell percentage less than 20% for those more than 18 months of age [20] . However, in 2010 new HAART guidelines [21] that raised the threshold for adults and adolescents to a CD4 cell count ≤350 or WHO clinical stage 3 or 4 irrespective of CD4 cell count were adopted [22] . Those not eligible for HAART were offered cotrimoxazole or dapsone prophylaxis. Additionally TASO HAART delivery includes community volunteers/treatment partners that help to monitor HAART adherence, adverse effects, opportunistic infections and reporting those who die. All services are free of charge including anti-retroviral drugs (ARVs) for those who are eligible [23] .
Study design
This was a serial cross-sectional review of observation data for adult HIV positive patients (≥15 years) obtaining care and treatment from the AIDS support organization (TASO) [19, 20] . The third time period was designated as "late HAART" (2009-2013) when HAART access was expanded to include patients with CD4 cell count >200 cells/µl but ≤350 cells/µl or had WHO stage III or IV disease regardless of CD4 cell count [21] .
Sampling and sample size
Four TASO HIV clinics were purposively selected basing on volume and quality of data available and geographical representation. The HIV clinics selected were TASO Mulago HIV clinic in central Uganda, TASO Mbarara HIV clinic in south-western Uganda, TASO Tororo HIV clinic in Eastern Uganda and TASO Gulu HIV clinic in Northern Uganda (Fig. 1) . All HIV positive adults (15 years and above) who attended at least once at the selected HIV clinics in the period from 1st January 2001 to 31st December 2013 were included in the study.
Data collection
TASO medical staff systematically registered the clients' demographic characteristics and medical information following an established protocol for all TASO HIV clinics. In brief, clients were expected to attend the clinic at least once a month. At each clinic visit, data per client was collected on a standardized case report form (CRF) detailing the client's demographic information, clinical condition, medical history, OI diagnosis, ART use, prophylaxis use, any other treatment given and side effects/toxicities if any. OI diagnosis was based on WHO and Uganda ministry of Health guidelines [20] [21] [22] 24] . Data were then compiled and entered into the TASO electronic data base by TASO data administrator using EPIINFO vs3 in Access format. Monthly medical data for each participant covering the period January 2001 to December 2013 were extracted by the data administrator, delinked from overt identifiers and then handed over for analysis.
Data analysis
The extracted data were analyzed using Stata statistical software version 13.1 (Stata Corp, College station, Texas, USA). Descriptive statistics were summarized by frequencies and percentages. For categorical variables, Chi squared test was used to test for the differences in proportions and Wilcoxon rank-sum test for metric variables. Prevalence was calculated from the number patients ever diagnosed with a particular OI divided by the total number of patients who attended monthly clinic visits at least once in a given period. All significance tests were two sided with a p value <0.05 considered significant.
Results
Socio-demographic and baseline clinical characteristics
A total of 108,619 HIV positive individuals were included in the analysis of which 64% were female with median age of 33 years (IQR 27-40). Majority were subsistence farmers (83%) with primary or no education (77%), largest number were married (47%) and were Catholics by religion/faith (45%) ( Table 1 ). Gulu HIV clinic in Northern Uganda had the largest number of Catholics (73%) While Mbarara HIV clinic in Western Uganda had the largest number of Protestants (51%). Tororo HIV clinic in Eastern Uganda had the largest number of marrieds (54%). Mulago HIV clinic in Central Uganda had the largest number of divorcees (27%), highly educated (>secondary) (34%) and fewer subsistence farmers (18%).
Frequency and distribution patterns of OIs
Opportunistic infections (OIs) accounted for 99% of morbidity causes compared to 1% due to opportunistic cancers (Kaposi's sarcoma, Burkitti's lymphoma and Malignant melanoma). Overall, from 2001 to 2013, a total of 291,168 OI episodes were recorded mainly caused by 16 opportunistic infections and Kaposi's sarcoma which though not an opportunistic infection but was included because of its infectious cause (human herpes virus type 8) [25] . Overall the burden of OIs was largely due to geohelminths (30.7%), diarrhoeal infection <1 month (25.5%), oral candida (19.4%), M. tuberculosis (18.3%), bacterial pneumonia (14.8%) and genital ulcers (10%), others were below 10% ( Table 2) .
Before HAART (2001 HAART ( -2003 , the most frequent OIs were oral candida (34.6%) diarrhoea <1 month (30.6%), geohelminths (26.5%), M. tuberculosis (17.7%), malaria (15.1%) and bacterial pneumonia (11.2%), the rest were below 10%. In early HAART (2004 HAART ( -2008 , the most frequent OIS (>10%) were geohelminths (32.4%), diarrhoea <1 month (25.6%), M. tuberculosis (18.2%) and oral candida (18.1%). In late HAART (2009 HAART ( -2013 , the most frequent OIs (>10%) were geohelminths (23.5%) and diarrhoea <1 month (14.3%) (Fig. 2 ).
By gender, prevalence was greater in women for most OIs except for M. tuberculosis and Kaposi's sarcoma (Table 3) . By age, prevalence was generally higher in older age groups (>30 years) for most OIs except malaria and genital ulcers which were predominantly higher in younger age groups [<30 years (Table 4) ].
By geographical location, highest prevalence before HAART was observed in Tororo HIV clinic in Eastern Uganda for diarrhea <1 month (43.1%), geohelminths (40.9%) and TB (12.7%); Mbarara HIV clinic in Southwestern Uganda for oral candida (43.1%) and malaria (16.7); Mulago HIV clinic in Central Uganda for genital ulcers (12.6%). In Early HAART, highest prevalence was observed: in Gulu HIV clinic in Northern Uganda for geohelminths (37.7%), diarrhea <1 month (36.8%), TB (21.0%) and malaria (10.6%); in Mbarara HIV clinic in South-western Uganda for oral candida (24%) and Mulago HIV clinic in Central Uganda for genital ulcers (12.6%). In late HAART, highest prevalence was observed in Gulu HIV clinic in Northern Uganda for geohelminths (26.3%) and Tororo HIV clinic in Eastern Uganda for diarrhea <1 month (19.0%) ( Table 5 ).
Discussion
The study summaries clinical data representing nearly 7% (108,619/1.6 million) of Ugandans living with HIV/ AIDS. Majority were women (64%), with low education (primary or none) (77%) and of very low socio-economic status (venders/petty traders/subsistence farmers) (76%). This nature of patients is comparable to other HIV positive patients found elsewhere in ART programmes in sub-Saharan Africa [17, [26] [27] [28] . A study in Nigeria, in which both pre-HAART and post-HAART data for HIV positive patients in care were analyzed, 65.8% were
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Study clinic found to be women and more than half (50.4%) were of low socio-economic status [28] . Another study that examined data from an ART cohort in a rural hospital in western Uganda also found 65.3% of the beneficiaries were women and 77.4% were of low socio-economic class (unemployed/self-employed/subsistence farmers) [26] . The fact that there were twice as many women than men in the current study is additional evidence that men remain under-represented in most ART programmes in sub-Saharan Africa with consequently less favourable programme outcomes. Overall, opportunistic infections (OIs) occurred most and accounted for 99% of all opportunistic events compared to 1% due to opportunistic cancers (Kaposi's sarcoma, malignant melanomas, Burkitt's lymphoma and other lymphomas). This is also additional evidence that opportunistic infections as opposed to opportunistic cancers are the primary cause of morbidity and mortality among HIV positive individuals in sub-Saharan Africa [6] . Histoplasmosis, Mycobacterium avium complex were not seen in the current study providing additional evidence that these OIs might be absent or there is lack of diagnostic capacity in sub-Saharan Africa [29, 30] . The apparent rarity of Cytomegalovirus, Pneumocystis jiroveci pneumonia, Cryptosporidiosis and Toxoplasmosis in the current study could also be due to lack of diagnostic capacity or evidence that they are rare among African HIV positive patients. The low prevalence of Cryptococcal meningitis (CM) and Kaposi's sarcoma (KS) could perhaps be due to the fact that TASO HIV clinics being mainly out-patient clinics and CM and KS being referral conditions, cases may have opted to seek for specialized care elsewhere. However, even other studies elsewhere in sub-Saharan Africa have shown low prevalence of both CM and KS. For example a study in Nigeria found prevalence of CM and KS was relatively lower at 0.6 and 0.3% respectively compared to candidiasis (8.6%) and TB (7.7%) [28] .
Before HAART (2001 HAART ( -2003 ) the burden of OIs, as expected, was indeed very high. The most common OIs before HAART were oral candida (34.6%), diarrhoeal <1 month (30.6%), geohelminths (26.5%), M. (15) 6831 (28) 5102 (17) 2739 (15) Tertiary or above 3452 (4) 640 (3) 1376 (6) 855 (3) 581 (3) Marital status (n = 93,004)
Single/never married 5747 (6) 1587 (7) 1652 (7) 1816 (6) tuberculosis (17.7%), malaria (15.1%) and bacterial pneumonia (11.2%). This might be because they are highly endemic in the country and easy to diagnose. The most frequent OIs after HAART (late HAART) were diarrhoea <1 month and geohelminths. Similar OIs were also observation in other previous studies in African settings [17, 28, 31, 32] . In the current study, oral candidiasis was the most frequent opportunistic infection before HAART. According to Staine [6] , oral candida caused by the fungus Candida albicans has been associated with HIV infection ever since HIV/AIDS was first reported in early 1980s [6] . In some studies in developed countries, the prevalence of oral candidiasis was as high as 44.8% in USA [9] and 23% in France [33] before HAART was introduced. A review of studies on HIV/AIDS related opportunistic infections in sub-Saharan Africa, showed the prevalence of oral candidiasis ranged from 14% in HIV infected pregnant women attending a rural hospital in Cameroon [34] to 67% among Senegalese in patients with AIDS [35] before HAART. However, most studies in the HAART era, show that it's prevalence has reduced but is still common among HIV infected persons [15, [36] [37] [38] . In Uganda, most studies before HAART reported high prevalence of oral candidiasis among HIV-infected persons [39] [40] [41] . In the current study we have found that the prevalence of oral candida has substantially reduced though not completely eliminated probably because it is endemic in the country and common even among those who are not HIV positive. The risk for oral was higher in women and with old age but varied by geographical area being more common in Mbarara in South-western Uganda. The reasons for these geographical differences require further investigations.
In the current study, diarrhea <1 month was most frequent OI before and after HAART. Previous studies show up to 60% of people living with HIV experience diarrhoea, that negatively affects their quality of life and adherence to HAART [42] . Diarrhoea among HIV positive individuals may be due to multiple causes including infectious causes (bacterial, viral, protozoal, helminthic, etc.) or non-infectious causes(ARV drug effects e.g. ritonavir-boosted protease inhibitors such as lopinavir/ritonavir or nelfinavir) [42] [43] [44] [45] [46] . In Uganda, a previous study reported the commonest causes of diarrhoea to be helminthic infections (29.5%), bacterial infections (19.2%) and protozoal infections (9.2%) [47] . In the current study we found diarrhoea <1 months was more common among women compared to men probably because women by nature of their traditional responsibilities tend to be more vulnerable than men. Prevalence of diarrhea <1 month was found higher among HIV positive patients at Gulu HIV clinic in Northern and Tororo HIV clinic in Eastern Uganda compare to HIV positive patients at Mulago HIV clinic in Central Uganda and Mbarara HIV clinic in South-western Uganda probably because of the socio-economic disparities between these regions with the later being relatively more developed compared to the former. Though preventable, the persistence of diarrhoea <1 month after HAART and free access to universal antimicrobial prophylaxis needs further investigations to establish the actual cause.
TB caused by M. tuberculosis is one of the leading causes of morbidity and mortality in persons infected with HIV/AIDS globally [48] . Studies show that HIV reactivates latent TB hence increasing the risk of TB in HIV-infected patients [49] . In 2012, about 13% of the people who developed TB globally were HIV positive and the prevalence of TB co-infection was highest in subsaharan Africa [48] . In the current study, TB was among the most frequent OIs especially in the period before HAART and prevalence was higher in men compared to women. The sex difference is consistent with many other previous studies which show men were more at risk of suffering from TB compared to women [50, 51] . The reason for this increased risk in men could probably be attributed to delayed enrolment on HAART by men compared to women [26] . In the current study it was also observed that TB was more frequent among HIV positive patients in Northern and Eastern Uganda compared to other geographical areas probably because of the socioeconomic disparities in the regions. Previous studies show that poverty was a strong predictor of OIs even in the era of HAART [28, 52] . Generally TB prevalence was higher in older age groups (>30 years) which is consistent with other previous studies that shows TB prevalence increases with age [53] . A WHO TB prevalence survey 2014 in Indonesia found that TB prevalence was almost five times higher in older age groups (>40 years) compared to younger groups in both sexes [53] . Bacterial pneumonia (BP) caused by Streptococcus pneumoniae is one of the commonest respiratory tract infections in persons living with HIV/AIDS [4, [54] [55] [56] [57] . A review of studies on HIV/AIDS related opportunistic infections in sub-Saharan Africa show high prevalence of S. pneumonia infection ranging from 25% in Cameroon to 31% in Uganda [4] . In our study, bacterial pneumonia was one of the commonly encountered opportunistic infection with an overall period prevalence of 14.8%. However its prevalence varied by geographical area with highest prevalence in Eastern Uganda. We also found BP was less in the period after HAART (2009 HAART ( -2013 at 8% compared to the period before HAART (13%) probably due to increased access to HAART and universal cotrimoxazole prophylaxis. Though a conjugate pneumococcal vaccine [54, 56] is now available in Uganda but it is still under limited access and we recommend that it should be availed to all HIV positive patients so as to reduce on the burden of bacterial pneumonia. It may be possible that bacterial pneumonia could have been under reported as in some cases, data were recorded as respiratory tract infection without specifying the infection. In this study both AIDS defining and non-AIDS defining OIs were considered. Non-AIDS defining OIs found common among HIV positive patients in these settings were malaria and geohelminths. Given the geographical overlap of malaria and geohelminths with HIV in subSaharan Africa, there is great concern of the increasing number of helminthic and malaria co-infections among HIV positive patients [58] [59] [60] [61] . Although malaria is not among the WHO defined opportunistic infections diagnostic of AIDS [62] , several studies show that malaria tends to occur with increased frequency and severity in advanced HIV-infected adults [4, [63] [64] [65] [66] [67] [68] . This happens probably because HIV infection reduces resistance to malaria by compromising the immune system. In our study we found malaria was very common among HIV positive patients especially before HAART consistent with previous studies elsewhere [4, [66] [67] [68] . According to the World Malaria Report 2014, Uganda was ranked 3rd after Democratic republic of Congo and Nigeria in contribution to the global burden of malaria [69] . Previous studies on malaria and HIV show that HIV increases vulnerability to malaria infection and malaria could enhance the progression of HIV infection to clinical AIDS in the absence of effective treatment [59, 70] .
In the current study, prevalence of malaria men were less likely to suffer from malaria compared to women and the risk was less in those >35 years of age and varied by geographical area with the western Uganda having the highest risk compared to other geographical areas.
Higher prevalence of malaria in younger age groups is consistent with previous findings that showed malaria prevalence to be inversely related with age [71] [72] [73] . Geographical variation in prevalence could be influenced by malaria endemicity in the different geographical areas.
Though malaria prevalence among HIV positive patients reduced in the era of HAART, it has not been completely eliminated. In view of the fact that malaria is highly endemic in Uganda and HIV positive patients are highly vulnerable, malaria prevention/control should therefore remain an integral part of comprehensive HIV/ AIDS care in Uganda.
In the current study, geohelminths were the most commonly observed opportunistic infections among HIV positive patients before and after HAART. This is consistent with other studies elsewhere in resource poor settings. A study in Tanzania that investigated HIV and parasitic co-infections among HIV positive patients seeking care and treatment at health facilities in Tanzania found 22.1% had helminthic infections (hookworms, Strongyloides stercoralis, Ascaris lumbricoides, schistosomes), 12.9% had malaria and 13% had both [74] . A related study in Rwanda that investigated the prevalence of soil transmitted helminthes and malaria among HIV positive pregnant women attending antenatal health centers in Rwanda found 38% had helminthic infections (A. lumbricoides, Trichuris trichiura, Ancylostoma duodenale and Necator americanus), 21% had malaria and 10% had both [61] . Though geohelminths are not AIDSdefining opportunistic infections, previous studies show that co-infection with geohelminths was associated with dysregulation of the immune response causing inability of the HIV positive patient to mount an effective immune response [75] . High prevalence of geohelminths can lead to increased prevalence of anaemia thereby worsening the health conditions of persons living with HIV/ AIDS [76] . Geohelminths have also been associated with diarrhea, nutritional impairment, abdominal pain and in children they can lead to impaired cognitive and physical development [58] . They have also been shown to HHV8 human herpes virus 8, n number of patients Table 3 continued 
Opportunistic cancer
Kaposi's sarcoma/HHV8 150 (0.4) 160 (0.7) 0.015 Table 4 Chi squared test for the difference in OI prevalence by age at enrolment before and after HAART accelerate the progression of HIV infection to AIDS [74, [77] [78] [79] [80] and were found associated with increased risk for mother-to child-transmission of HIV [60] . Globally, it is estimated that about two billion people are infected with geohelminths mainly in resource limited settings [75] . These infections are however, often neglected in national programmes and yet they exact the greatest burden on limited resources in these settings [75] . They are commonly associated with settings characterised by poor sanitation and poor personal hygiene. Thus in most sub-Saharan Africa, the burden of helminthic infections is still enormous because of the poor sanitation and unhygienic conditions in these settings [81, 82] .
However there were contradicting reports on the magnitude of helminthic infections among HIV/AIDS patients in resource poor settings. Some studies have shown higher prevalence of helminthic infections in HIV positive individuals compared to HIV negative controls [83, 84] . In contrast, others showed no significant difference in prevalence of helminthic infections between HIV positive patients and HIV negative controls [85, 86] . While others showed low prevalence of helminthic infections among HIV positive patients compared to HIV negative controls [87] [88] [89] . A number of studies have also shown that the patterns of individual helminthic parasites may differ among HIV positive and HIV negative patients. A study in Honduras found a strong association between S. stercoralis and HIV infection but lower risk for A. lumbricoides and Trichuris trichurias [90] . Another study found a high prevalence of Strongyloidiasis among HIV-positive patients compared to HIV negative controls in Brazil [91] . A related study in Ethiopia also found higher prevalence of S. stercoralis among HIV-positive patients with CD4 count <200 cells/µl [83] .
In the current study, we were unable to assess this variation in intensity of infection by helminthic infection but we established that the prevalence of helminthic infections generally remained relatively higher compared to other opportunistic infections among HIV positive patients in Uganda even after HAART. However, more studies are required to have more insight on the role of HAART and age on severity of infection due to the different helminthic infections.
In the current study, it was also established that prevalence of geohelminths was lower among men compared to women and higher in older age groups (>35 years). We also observed variation in geographical distribution of geohelminths with Northern and Eastern Uganda having relatively higher burden of geohelminths than Central and Western Uganda. This variation in geographical distribution of geohelminths could be influenced by environmental and socio-economic factors including poverty, poor sanitation and personal hygiene, ignorance, lack of clean water and poor quality health care. In absence of vaccination, the recommended public health interventions would be regular deworming backed by access to clean water, improved sanitation and health education. A Cochrane systematic review of published literature on testing and treating HIV positive patients for intestinal helminthic infections showed that regular deworming with a single dose of albendazole is feasible in resource poor settings and would potentially improve survival and the quality of life of persons living with HIV/AIDs [75] . It is therefore important that regular deworming becomes an integral part of comprehensive HIV/AIDS care in Uganda and other countries in similar settings.
One of the limitations of this study was the fact that we used secondary data which had been collected not primarily for research purposes. Therefore, some variables which would have been useful in interpretation of our results, like patients' viral loads, monitoring CD4 counts, BMI or ART adherence were missing for majority of the patients. These data should be targeted in prospective cohort studies in the future. Secondly, data from the four purposively selected HIV clinics used for this study may have not have been representative of all HIV positive individuals in Uganda which means generalisability could be limited to TASO programme in Uganda. Another limitation was that CD4 HHV8 human herpes virus 8, n number of patients cell evaluations were not available for most patients and yet the study would have been be more informative if the rates of OI were reviewed in the context of CD4 cell counts. Thirdly, some OIs were not captured in the data base probably because of inadequate diagnostic capacity. Additionally, improvements in OI diagnosis like introduction of the lateral flow cryptococcal Antigen (CrAg) rapid tests for Cryptococcal meningitis and Gene Xpert for TB over time may have had an impact on prevalence of these OIs. Fourthly, cryptococcal meningitis and Kaposi's prevalences could have been underestimated due to the fact they are referral conditions and the study clinics only handled out patients, so need to be interpreted with caution. Lastly the data presented doesn't prove that HAART is responsible for the shift in OIs. However, we believe HAART greatly contributed to the reduction in the frequency of OIs, though it may not necessarily be the only factor. Other factors like general improvements in the quality of care and availability of more potent treatment drugs (fluconazole, etc.), antimicrobial prophylaxis and general improvement in socio-economic status over time could have also contributed to the overall reduction in the prevalence of OIs.
Conclusions
Results from the current study show that the frequency and patterns of OIs have changed since the introduction of HAART in Uganda. However, these changes varied by type of OI, time period, age, gender and geographical location of the HIV positive patient. Geohelminths and diarrheal infection <1 month remains a challenge even after HAART and should therefore be given special attention in HIV/AIDS care programmes in these settings. Our findings further shows that opportunistic infections rather than opportunistic cancers were the primary cause of morbidity accounting for 99% of all the opportunistic episodes among HIV positive patients in these settings. However compared to other geographical areas in Uganda, HIV positive patients in Northern and Eastern Uganda bore the highest burden of OIs both before and after HAART and therefore should be given special consideration in terms of resource allocation and targeted interventions so as to reduce the disease burden due to OIs in these areas.
